The greatest driver for quality and protection of patients has always been doctors' desire to live up to the expectations of themselves, their colleagues, and their patients. This internal responsibility is at work in every clinical encounter. It is particularly significant in general practice where most of our clinical work is in one-toone consultations.
Yet inevitably we all at times fall short of our own expectations and those of our colleagues and patients. Mostly these lapses are temporary and forgivable. For the past 154 years, the General Medical Council (GMC) has been a regulator of the more egregious deviations in our behaviour; and in the past three decades it has also been concerned about our health and our competency as doctors. 1 A third traditional accountability for doctors has been to wider society. This includes accountability through legislation concerning everything from prescribing to health and safety; in the courts through litigation and coroners; and to the NHS or other employers through contracts and complaints processes. are used by some to recognise the hard work involved in setting up and maintaining an eminent practice. In a review of practice accreditation in this issue of the BJGP, Helen Lester and her colleagues review general practice in Europe. 6 It is clear that where practice accreditation is voluntary it remains, as in the UK, a minority activity.
FURTHER QUALITY MARKERS
It might be thought that this degree of accountability, compulsory and voluntary, would be sufficient for any profession. Yet this coming winter we expect to see the launch of revalidation -after more than a decade of gestation. 7 Is this yet another layer of intrusive accountability designed to shackle doctors by creating a 'police state' in medicine? The answer will depend, of course, on your viewpoint.
REVALIDATION
All our existing compulsory external accountabilities are reactive -they cut in when things have gone wrong. The public, politicians, employers, and our medical leaders have recognised that proactive assurance is required if doctors, including GPs, are to retain their position of trust. The idea that a doctor practises for, say, three and a half decades between their specialist qualification, in our case the MRCGP, and retirement, with no way-station, seems incredible to many people.
If we are to have periodic renewal of our licence to practise (revalidation) then what information might persuade the GMC that we continue to be up to date and fit to practise? With one important exception, it is information that we in general practice already collect: successful completion of annual appraisals, continuing professional development activity, clinical audit, significant event auditing, and commentary on complaints. 8 The 'new' area for some GPs is patient and colleague surveys, also referred to as multisource feedback. Not so long ago all of us did patient surveys but in recent years these have been replaced by NHS surveys which concentrate on access and services, not on us as doctors. For revalidation, we are again being expected to survey consulting patients at least once in every 5 years.
Colleague surveys have become embedded in vocational training and are becoming more common in non-training practices. In essence, a doctor identifies up to 20 clinical and non-clinical co-workers (the number varies between providers) to complete a questionnaire and comment on their strengths and weaknesses; again at least once in every 5 years. The resulting scores and comments are fed back to the doctor with comparative statistics for similar types of doctor.
THE VALUE OF MULTISOURCE FEEDBACK
Is this a useful exercise? Also in this issue Jacqueline Hill and colleagues interviewed 12 GPs who had undertaken both patient and colleague feedback and their 12 appraisers. 9 While there was general agreement that such surveys are useful for formative development, doubts were expressed as to their value for a summative hurdle such as revalidation.
The counter-argument is as follows. Revalidation is not a once in 5 years passfail test but a continuous process in which there is periodic confirmation of the doctor's licence. None of the supporting information for revalidation is suitable, on its own, as a pass-fail test. What the supporting information, alongside annual appraisal and clinical governance systems, is designed to offer is insight into the behaviour and attributes of the doctor.
A safe, effective doctor is continuously reflecting and learning, striving for improvement, and using colleagues and patients as a reference point to understand how and where they should refine their practice. Colleague and patient surveys are therefore one way to gather insight for reflection, and to inform a doctor's personal development plan. The distinction between summative and formative information may,
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WHAT NEXT?
Once revalidation is bedded in, what might we expect then? There are no new regulatory initiatives on the horizon. So I expect that energies will be directed at refining the supporting information and the processes around revalidation, to ensure that they are minimally intrusive for the vast majority of good doctors and maximally effective at identifying those who give cause for concern.
We already know that, with some exceptions, GPs offer a level of care of which we can be extremely proud. Revalidation is intended to address those exceptions while assuring patients that whenever they access health care their doctor is regularly reviewed and is fit to practise. Such an outcome can and should be measured. It is imperative that, like all quality assurance interventions, revalidation is evaluated thoroughly. If revalidation can be shown to achieve its objectives then the wait and hassle will have been justified.
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